Poster Abstracts • OFID 2018:5 (Suppl 1) • S493 31, 2014. Baseline demographic characteristics, results of TST and LTBI therapy were collected. This cohort was compared with a pre-intervention cohort of sporadically tested patients from January 1, 2008 -December 31, 2009 Results. During the post-intervention period, 170 patients with MM had a TST. At the time of TST, 113 (66.4%) patients had a lymphocyte count ≥1.0 × 10 9 /L. Fourteen patients (8.2%) had positive Results. There were also 16 patients with radiographic evidence of prior granulomatous disease on either CXR or chest CT In these 16 patients, 12 (75%) with positive radiographic findings had negative TST Results. Notably, 7//12 (58.3%) had a lymphocyte count ≤1.0 × 10 9 /L at the time of testing. Eleven patients with positive TST results and two with positive radiographic results alone were treated for LTBI. There was one case of active TB diagnosed in a patient with a negative TST. There were no TSTs performed in the pre-intervention cohort and no cases of active TB were documented.
/L at the time of testing. Eleven patients with positive TST results and two with positive radiographic results alone were treated for LTBI. There was one case of active TB diagnosed in a patient with a negative TST. There were no TSTs performed in the pre-intervention cohort and no cases of active TB were documented.
Conclusion. A significant portion of our MM patients may benefit from LTBI therapy. A targeted program combining evaluation of host risk factors, imaging findings and screening tests would optimize LTBI diagnosis and management and may be effective in preventing the development of active TB.
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Background. Trimethoprim sulfamethoxazole (TMP-SMX) is the preferred agent for Pneumocystis jirovecii pneumonia prophylaxis in immunocompromised hosts (ICH).
However, TMP-SMX is frequently avoided due to an adverse drug reaction (ADR) history. We report on a novel multicentre programmatic approach to TMP-SMX ADRs in ICH.
Methods. We reviewed ICH with a reported TMP-SMX ADR referred to the conjoint antibiotic allergy services at Austin Health (Melb, Aus) and Peter MacCallum Cancer Centre (Melb, Aus) between April 2015 and May 2018. ICH were defined as patients with a history of cancer, transplantation, autoimmune condition or prednisolone use > 20 mg day for 1 month. Patients were assessed and managed as per the TMP-SMX ADR protocol (Figure 1) .
Results. Eighteen patients were assessed, of which 16 (89%) underwent allergy testing (6;89% patch testing [PT] and/or 9;56% oral rechallenge [OC] ) and 2 (11%) successful desensitization. Of those that underwent allergy testing, 10 (63%) were cancer patients, four (25%) solid-organ transplant recipients, one (6%) HIV and one (6%) multiple sclerosis. The median age was 59 (IQR 49.5, 65) and predominate phenotypes were severe cutaneous adverse drug reactions (4; 22%) and maculopapular exanthema (MPE) (11; 61%). Eighty-nine percent (8/9) of OC patients tolerated TMP-SMX challenge. One patient experienced a recurrence of a mild self-resolving localized rash following TMP-SMX OC. Of those seven patients that did not undergo OC, two (29%) were PT positive and five (72%) histories of severe or recent T-cellmediated allergy. Three of the seven patients who did not undergo OC received and tolerated dapsone.
Conclusion. A novel TMP-SMX ADR protocol was able to identify ICH with severe allergy phenotypes and provide alternative antibiotic sulphonamide therapeutic options, whilst safely rechallenging the majority with low-risk TMP-SMX ADR histories.
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